Introduction
Primary hyperparathyroidism is increasingly recognised as a common disorder, particularly in older women. Many patients are symptom free; the classic symptoms of bone disorders, renal stones, or abdominal pain are uncommon.' In the past it was usual to advise an exploration for all patients with primary hyperparathyroidism to prevent an "inevitable" decline in renal function.24 Now, however, it is clear that progressive renal impairment seldom occurs in mild primary hyperparathyroidism5 and, since exploration of the parathyroids has a small morbidity and mortality, 6 9 more and more patients are being treated conservatively.' [0] [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] Some workers think that most patients should be treated surgically. The reasons given are that they may not appreciate Department of Biochemical Medicine, Ninewells Hospital and Medical School, Dundee C R PATERSON, DM, FRCPATH, senior lecturer that they really have symptoms, that there is a risk of acute hypercalcaemia, that progressive osteopenia may occur, that medical follow up is expensive, and that if surgery is deferred the patient may be unfit for operation when indications for surgery do appear.1 9 13-16 While these arguments continue in respect of patients with mild hypercalcaemia, most physicians advise an early parathyroid exploration for all, or almost all, patients with more severe hypercalcaemia. We describe a series of patients with hyperparathyroidism and serum calcium values of 2-75 mmol/l 321 315 3-3 3 3o1. Skeletal symptoms were uncommon; two patients had longstanding arthropathies, which were troublesome throughout the periods of follow up. There was one fractured neck of femur (case 9, age 75). The only patient with vertebral collapse (case 14) was known to have had osteitis fibrosa.
Discussion
In view of the initial serum calcium concentrations in these patients (2.75 mmol/l (110 mg/100 ml) or more) we have no doubt that ordinarily they would have been advised to have a parathyroid exploration. Some were not so advised because of other medical problems, others refused surgery, and the remainder were left untreated because of clinical misadventures.
Despite their appreciable hypercalcaemia there was no change in serum creatinine concentrations over the long periods of follow up. These results are similar to those obtained for shorter periods by other workers.1" 17 The risk of progressive osteopenia is often regarded as a reason to recommend parathyroid exploration. In our series, with the exception of the patient with known osteitis fibrosa (case 14), skeletal symptoms were uncommon despite the fact that there were seven women aged more than 70 at the end of the study. The Primary hyperparathyroidism is increasingly recognised as a common disorder. Some 60 000 new cases occur each year in the United States,20 and in Britain the widespread use of routine serum calcium assays might yield 13 000 new cases yearly.21 Were parathyroid exploration regarded as mandatory the cost would be large22 and some morbidity and mortality would be inevitable.
Patients with symptoms such as renal calculi, peptic ulceration, pancreatitis, or fractures should certainly be advised to have a parathyroidectomy. It is more difficult to assess the relevance of non-specific symptoms such as depression and lassitude as indications for surgery. Some patients undoubtedly benefit2 15; in others the operation may serve as a powerful placebo. 23 Hypertension is more common in hyperparathyroid subjects than in age matched controls22 but is seldom relieved by a successful parathyroidectomy and cannot by itself be regarded as an indication for surgery."
Indications for parathyroid surgery in apparently symptomless patients remain controversial. It is clear from our study that, untreated, such patients do not necessarily have progressive renal damage and seldom develop skeletal problems or acute hypercalcaemia. Conservative management is not an unreasonable option and patients without symptoms need not be bullied into having surgery.
We are indebted to Professor G H Bell for comments on the text and to Mr N S Brown for the parathyroid hormone assays.
